It is now time for all family physicians to act on this groundswell of support in Congress for the PC-MH. On March 5, 2007, the American Academy of Family Physicians, the American Academy of Pediatrics, the American College of Physicians, and the American Osteopathic Association published a document entitled Joint Principles of the Patient-Centered Medical Home. This document articulates both evidence-based principles of the effective PC-MH and a vision for care that will improve outcomes through quality improvement initiatives and health information technology. In dialogue with legislators, family physicians should use the term Patient-Centered Medical Home when describing their practice, and should clearly convey the elements contained in this document. The document and a commentary can be found in The American Family Physician. 4, 5 Family physicians can best seize this great opportunity by regular communication with their senators, representatives, and state legislators. This is accomplished when family physicians develop lasting personal relationships with legislators and become the legislators' customary source of advice for healthcare issues. Family physicians must articulate compelling stories about care in the context of the PC-MH, and must also provide concise information in communication with legislators. One example of concise information which describes the PC-MH, provides a bibliography of its effectiveness, and can be used in discussions with legislators is a brochure entitled Primary Care: A Miracle of Modern Medicine. 6 Useful information is also provided in a scientifi c review 7 and by The Commonwealth Fund.
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The importance of a common language and unifi ed voice cannot be overemphasized. As legislators are poised to implement healthcare reform, they should clearly understand the meaning of the words Family Physician, Family Medicine, and Patient-Centered Medical Home. These words should be heard over and over again as we advocate for legislation that supports a system of accessible, effective healthcare for all Americans, and rewards research and educational programs that promote such a system. 
Jerry Kruse, MD, MSPH and the Association of Departments of Family Medicine

FAMILY MEDICINE: CARE FOR A LIFETIME
In 1995 the faculty of Cabarrus Family Medicine Residency held our fi rst retreat to formulate the mission, vision, and values of a new residency program that would train residents using 4 community private practices. We decided we needed a new model for a residency within a practice. In the spirit of not taking ourselves too seriously we came up with the Tricycle Model of Training (Figure 1 ). In our program the big wheel driving and guiding our program is patient care. To this day you will hear us say, "The big wheel is patient care." Our practice exists to provide high-quality patient care with teaching and research linked to patient care by a strong frame of administration. The tricycle model is a dynamic one. The leadership of our program metaphorically "rides" this tricycle over the hills and valleys of American healthcare. The point of the model is that our teaching and research are driven by patient care. That being said, the model allows for fl exibility in the relative sizes of the 3 wheels. Some programs have larger research and teaching wheels than others. Clearly, all 3 wheels are necessary and valuable to "ride" our discipline forward.
The last 10 years have been a sobering time in residency training with a 53% decrease in US seniors entering family medicine residencies. 1 Residency programs spend countless hours recruiting qualifi ed students. We have done our best to make our programs attractive to residents, but nevertheless, the numbers declined. If we refl ect on the big wheel being patient care, then perhaps we should refocus our efforts, not so much on polishing our programs, but rather on making the practice of family medicine more enjoyable. The best thing we can do for recruitment to family medicine residency programs is to create a more satisfying life and career for those in practice. The good news is primary care is once again ascending in value to our health care system. The concept of the medical home makes such good sense that more and more people are beginning to support it.
Family medicine residency is the center point of a continuum of training that spans from medical school through early and later career learning after residency completion. All residency programs have offi ce and hospital practices that must teach the skills our graduates will need to practice family medicine in the 21st century. The journey to the future begins with a vision of family medicine which I call "care for a lifetime." Here is my vision of what it could be, and what we need to train physicians to live the dream.
1. Every American has access to a medical home designed to provide primary care that keeps patients out of emergency rooms and hospitals, and improves chronic disease and preventive outcomes.
2. The medical home is funded not only by E&M codes, but also by management fees, and E-medicine fees.
3. We have translated the core values and services of family medicine so well that our patients and the public are able to articulate them.
4. We have defi ned a core set of knowledge, skills, and attitudes that must be mastered to graduate from a family medicine residency.
5. The funding of graduate medical education is transformed to equitably cover the true costs of training residents.
6. All residents train in certifi ed medical homes and leave residency ready to be valuable contributors to their future practices.
7. The RRC requirements refl ect the core skills of practice, are outcome based, and compliance with 
